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Abstract
Background: Safety net providers serve a large proportion of America’s uninsured and
low income population. The purpose of this study is to determine if differences in unmet medical
needs exist between the provisional and clinic populations, age groups, and sex and race
categories. This research study provides information about the population that receives services
from Good Neighbor House, a non-profit social service organization in Dayton, Ohio.
Methods: GNH created a survey to assess the unmet medical need of their clients. The
instrument contains questions about routine medical care, unmet medical care in the last 12
months, medical bills, and demographic information.
Results: Sixty six percent of the GNH respondents reported having unmet need and thirty
three percent did not. There is a statistically significant difference in unmet need by self reported
health status, race, and difficulty paying medical bills.
Conclusion: Safety net providers have limited resources to cover all areas of interest;
therefore Good Neighbor House should focus their efforts in the areas that can be helped most
efficiently. Knowing the cause of the unmet need will also help in the marketing and outreach to
GNH clients.
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Literature Review
Introduction
Healthcare reform is a major debate in federal and state governments regarding cost and
access to healthcare services. More than 47 million American adults lack health insurance
coverage (Voorhees et al., 2008). Research has shown that uninsured adults are less likely than
insured adults to receive proper preventive services and appropriate treatment for chronic
conditions. There has been an increase in the number of higher income adults without health
insurance. These Americans reduce healthcare use in response to greater cost sharing (Ross,
Bradley, & Busch, 2006).
Dayton’s unemployment rate for December 2009 was 11.8%, above the national average
of 10% (Bureau of Labor Statistics, 2010). Unemployment brings more stress, and less capital
for food, shelter, and medical care. The unemployed are not offered insurance through an
employer and most likely cannot afford private insurance coverage.
The majority of insured Americans under age 65 receive their health coverage through an
employer sponsored insurance program (The Henry J. Kaiser Family Foundation [KFF], 2004).
Not all workers receive health insurance because not all employers provide health insurance for
their employees and some employees do not enroll in the health care plans offered because the
insurance premiums are unaffordable (KFF, 2004).
Americans who have health insurance but are unable to afford their recommended care
are considered underinsured; as many as 16% of the non-elderly adult US population with
private insurance have substantial problems paying their medical bills. Many of these
underinsured people skip recommended tests, delay seeking care, or do not fill their prescriptions
because of cost (Voorhees et al., 2008). This population has health insurance but cannot afford
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the copayments and deductibles therefore may have the same health burdens and poor outcomes
as the uninsured.
As the cost of healthcare increases, Americans weigh the need for health coverage against
the basic necessities to survive. Several factors contribute to the decision of whether or not to
access health care insurance; these factors include income, type of health insurance offered, type
and seriousness of illness, health status, perceived symptoms, predisposing factors, gender, age,
education, race, and ethnicity (Mollborn, Stepanikova, & Cook, 2005). In response to the rising
costs of providing health care benefits, employers have looked for ways to share costs with
workers and their families who receive the benefits. One way of sharing costs, is to require
employees to contribute more towards the cost of their coverage (Baker, 2004). Increased cost
sharing has constricted bank accounts of many Americans. More people are foregoing insurance
coverage to pay for basic necessities like food, heat and rent. As some choose not to enroll in
health insurance, the choice of whether or not to access medical care becomes more difficult.
Lower income uninsured individuals and families may receive medical care from safety
net hospitals, clinics and physicians (Ross, Bradley, & Busch, 2006). Safety net providers serve a
large proportion of America’s uninsured and low income population. These providers are
institutions and physicians which demonstrate a commitment to care for the uninsured and
underinsured (Lewin & Altman, 2000). Safety net providers are more likely to deliver care for
free or at a reduced price than private providers. The shorter the distance between an uninsured
person and safety net provider’s healthcare facility, the greater the chance is they will have
access to care (Hadley & Cunningham, 2004).
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Purpose of the Study
The purpose of this study is to determine if differences in unmet medical needs exist
between the provisional and clinic populations, age groups, and sex and race categories. This
research study will provide information about the population that receives services from Good
Neighbor House. This underserved population has unmet medical needs; these unmet needs
negatively affect the health and daily living of these individuals. Knowing the characteristics of
this population will enable Good Neighbor House to establish appropriate services and programs
and hopefully improve their clients ‘quality of life.
Health Disparities
Members of ethnic minority populations have more healthcare problems and less access
to healthcare than the non-Hispanic White population in the United States. These problems exist
among minorities covered by insurance, but are more pronounced among those who lack
insurance or live in areas with high levels of poverty (Hargraves & Hadley, 2003). Vulnerable
populations are defined as those at a greater risk for poor health status and health care access.
Vulnerable populations generally include racial and ethnic minorities, low SES (socio-economic
status) populations and those without adequate potential access to care (Shi & Stevens, 2004).
There is a significant association between income inequalities and patients’ primary care
experiences. Disparities in self-rated health status decrease when individuals experience good
primary care. Good primary care experiences, primarily accessibility and continuity were
associated with better self reported health. Individual health status has been noted in the
literature to be influenced by socioeconomic characteristics. As education and income levels
increased general self-reported health status increases (Shi, Starfield, Politzer, & Regan, 2002).
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Research by Hargraves and Hadley (2003) found African Americans and Hispanics were
significantly more likely to report lower levels of access to care than Whites. More than 6.5
percent of Hispanic and African Americans reported having unmet medical needs compared to
less than 5.6 percent of White Americans (Hargraves & Hadley, 2003). Hispanics were least
likely to see the same doctor as their usual source of care (59%), compared to 66% of African
Americans, and 75% of Whites who did see the same physician upon visit. Hispanics were also
less likely than either African Americans or Whites to have seen a doctor in the last year, 65%,
76%, 79% respectively. Several other factors may also affect the disparities between Whites and
African Americans and access to healthcare, including care-seeking behavior, lack of trust in
physician, provider behavior toward minority patients, miscommunication between patients and
providers, and discrimination (Hargraves & Hadley, 2003).
Access to healthcare continues to be a barrier for ethnic minorities. African Americans
and Whites more often live in communities where physicians provide charity care for the
uninsured. This is not as common in communities where Hispanics live. Charity care providers
supply a “healthcare safety net” for people unable to get healthcare services from private
providers. Both Hispanics and African Americans commonly live in communities where fewer
emergency rooms per capita exist (Hargraves & Hadley, 2003). Emergency rooms are usually
the last resort, due to the higher out of pocket costs for the uninsured. Although the costs are
high, many disadvantaged people frequently use this medical resource knowing the law, EMTLA
prohibits turning away clients regardless of their ability to pay.
Being covered by health insurance is more significant towards good health status than the
supply of medical resources in minority communities (Hargraves & Hadley, 2003). Increased
numbers of primary care physicians, charity care suppliers, and hospital emergency rooms
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increases access to healthcare services, but the lack of insurance coverage is the primary reason
clients do not seek care (Hargraves & Hadley, 2003).
Health Insurance Coverage in the United States
In 2008, 84.6% of Americans had health insurance coverage (DeNavas-Walt, Proctor, &
Smith, 2009). According to Kaiser Family Foundation, of the U.S. Citizens who have health
insurance, nearly 60% of the insured receive their healthcare coverage through an employer.
Unemployed workers are more likely to be uninsured because they do not have access to group
medical insurance plans (KFF, 2004).
Coverage of prescription drugs, vision, dental and mental health services varies greatly
between different health insurance plans. These ancillary services have significant variation
regarding their scope of benefits, deductible costs, and co-payments. Most insurance plans have
deductibles, requiring the individual to spend anywhere from $100 to $500 out of pocket before
they will cover most health services. Some health plans do not cover all of the health services
needed or have benefit caps, a maximum amount that a health plan will pay for an individual
over his or her lifetime. The expense of uncovered health services can quickly accumulate and
cause stress on the individual and family (The Henry J. Kaiser Family Foundation [KFF], 2002).
Most group health insurance plans require the employee to pay a portion of the health
insurance plan; 77% of insured workers pay a co-payment (a fixed dollar amount), while 14%
pay coinsurance (a percentage of the charge) (The Henry J. Kaiser Family Foundation and
Health Research and Education Trust, 2009). On average, employer-based insurance requires the
employee to contribute 17% of the total premium for single coverage and 27% for family
coverage (The Henry J. Kaiser Family Foundation and Health Research and Education Trust,
2009). A standard group health insurance plan most likely provides basic medical coverage for
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expenses like hospitalizations, surgeries, physician’s visits, lab tests, and x-rays. Services
typically covered by a basic health insurance plan also include anesthetics, oxygen and other
gases, blood transfusions, drugs and medicines requiring prescription, ambulance services,
medical equipment, prosthetic appliances, casts, splints, braces, and crutches. Many employers
also provide dental coverage. Most dental plans cover preventive and diagnostic care, but only a
proportion of restorative care. Some employers offer basic vision care related to eye injury or
disease; employees must contribute more dollars for a more complex vision plan covering
examinations, lenses and frames. Mental health benefits vary depending on the plan; nearly all
covered workers (98%) have mental health benefits, but limit the number of visits for outpatient
care and the number of days of inpatient care vary between health benefit plans (KFF, 2004).
The Institute of Medicine concluded that residents in communities with high uninsured
rates have less access to healthcare than residents who live in communities with relatively low
uninsured rates (Institute of Medicine, 2002). Decreases in revenue have caused outpatient
providers and hospitals to reduce quantity and quality of health care services provided, and may
even cause healthcare providers to relocate. Access to healthcare for low income families may
become more difficult when healthcare providers relocate away from their communities.
Decreased reimbursement from the uninsured may hinder healthcare providers, forcing them to
cut back on a range of services (Institute of Medicine, 2002). High uninsured rates in local areas
could result in increases in the price of healthcare, and discourage use of health services by the
insured if they are required to pay proportional coinsurance. The insured may patronize hospitals
selectively where fewer uninsured are treated, giving hospitals little reason to curtail costs for the
uninsured. Physicians practicing in communities with increased rates of uninsured may be more
likely to curtail unprofitable services and shorten hours of service. High uninsured rates also can
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result in a reduction in the availability of specialty care and cause overcrowding in hospital
emergency departments. Community uninsured rates are significantly associated with unmet
medical needs among insured populations. These findings confirm the negative consequences
uninsured peoples have on their insured counterparts living in the same community (Hargraves
& Hadley, 2003).
Uninsurance and Underinsurance
The availability and affordability of health insurance is a major policy concern for the
United States. For most of the last decade, yearly employer-based health insurance premium
increases were higher than increases in both earnings and inflation (Pagan & Pauly, 2006). If the
cost of health insurance premiums continues to exceed increases in personal income, the number
unable to afford insurance will increase the percent that are uninsured. More recently, employers
are having to pay more to provide insurance for employees. Increasing numbers of employers
cannot afford these large increases, therefore shifting costs to their employees (Baker, 2004).
Among the 15 million workers who are uninsured, the main reason they’re uninsured is because
their employer doesn’t offer health insurance coverage, or they’re ineligible because they haven’t
worked at their current job long enough or do not work enough hours (KFF, 2004). Self
employed workers aren’t offered health insurance through a group employer plan (KFF, 2004).
More recently, being uninsured has become a concern for those with moderate and higher
incomes. In 2006, more than 28% of the uninsured were families with annual incomes above
$50,000. Of the 2.2 million people who became uninsured in 2005-2006, nearly 73% were from
middle and upper income families (Silverman, 2008). These higher income families do not
qualify for most of the services offered by safety net providers or public health insurance
(Medicaid, Medicare).
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As with the uninsured, being underinsured leads to an increased likelihood that a patient
will forgo needed health services, resulting in poorer health. The underinsured have health
insurance, but face significant cost sharing or limits on benefits that may affect its usefulness in
accessing or paying for needed health services (KFF, 2002). They have trouble affording
prescription drugs, preventive screenings and other diagnostic tests due to the associated costs.
As cost shifting increases and individuals have to pay more health care out of pocket, the number
of underinsured patients may reasonably be expected to increase. Silverman (2008) declares
underinsurance to be: health care insurance that requires excessive out of pocket expenditures,
that has significant limits with respect to what health care services are covered, or that fails to
cover the health care expenses that are perceived by the insured person to be essential for his or
her health (Silverman, 2008).
Those with government assisted health insurance plans may seem less likely to be
underinsured, but they too have difficulty paying out of pocket healthcare costs. Those with
Medicaid are equally likely to report being underinsured and in poorer general health as those
with no insurance. This population is poorer, and may cause them to forego care because they
cannot afford it. Copayments and costs for services not covered by Medicaid accumulate,
causing unmet medical needs (Voorhees et al., 2008).
Characteristics of Uninsurance and Underinsurance
Uninsured adults had poorer health, were younger, had fewer years of education, were
disproportionally Black or Hispanic, or female, and were less likely to be married (Pagan &
Pauly, 2006). Ross, Bradley, and Busch (2006) report similar findings; uninsured adults were
significantly more likely to be poor, young, men, Black, Hispanic, self-employed or unemployed,
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not college-educated, not married, and more likely to self-report good or fair health status
compared with insured adults who report health status as good to excellent.
According to Ross et al. (2006), one third of the increase of uninsured adults in 2006
occurred among those with incomes greater than 200% of the federal poverty level. This modest
income population has difficulty paying the increased health insurance premiums, and yet is not
eligible to receive public assistance.
The uninsured population isn’t evenly distributed across the United States. The uninsured
rates for the adult population under the age of 65 ranges from 10.4 percent in the New England
region to 24.3 percent in the West South Central region, and from 8.7 percent in Iowa to 26
percent in Texas (Pagan & Pauly, 2006).
Being underinsured has become more common in recent years. Those most susceptible to
becoming underinsured are the most vulnerable populations: the poor, people with fair to poor
health, the chronically ill and those living in rural communities (Silverman, 2008). Voorhees et
al. (2008) conducted a survey within 37 primary care practices in Colorado; the study determined
30.4% of the sample was underinsured. The percentage of underinsured was much higher than
estimates of 7% to 12% found in national samples, and the 4.5% estimated for Colorado. This
study likely underestimates the total number of underinsured because some may be avoiding
going to the doctor because of their lack of insurance coverage.
Although the most susceptible are the lower income populations, those with modest
incomes have difficulty affording copayments and deductibles as well. The Kaiser Commission
found 18 million non-elderly adults with private insurance coverage had significant problems
paying their medical bills (Voorhees et al., 2008)
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Factors that Influence Uninsurance and Underinsurance
Employer provided health insurance
A decline in employer sponsored insurance plans has contributed greatly to the increase
in uninsured Americans. From 2000 to 2006, the percentage of firms offering health coverage
fell from 69 percent to 61 percent (The Kaiser Commission on Medicaid and the Uninsured,
2007). Federal and state sponsored health insurance plans have remained unchanged and aren’t
enrolling more people into Medicaid and Medicare. When employers stop providing health
insurance, workers must purchase individual health insurance coverage for themselves.
Individuals who purchase coverage on their own are more likely to have limits on their coverage;
63% of these individual plans have benefit restrictions or additional cost sharing included.
Coverage for maternity benefits, mental health care, and prescription medication tends to be
limited, especially in comparison to what is typically offered under group health plans (KFF,
2002).
Increased cost sharing in employer provided health insurance
Employees are increasingly required to make contributions for their health premiums, and
the use of higher deducible plans is on the rise (Baker, 2004). High out of pocket health costs
have led to medical bills being the second most frequently cited reason for bankruptcy in the
nation (KFF, 2002). If asked to choose between food, shelter, or a doctor’s visit for a preventive
screening, most Americans would select the essential necessities and forgo optional health
services. Affording the vital necessities to survive is most important; budgeting for health
insurance and paying for recommended checkups and exams falls to the back burner. Increased
cost sharing increases the financial burden on low income individuals. Worrying about cost is the
most frequently cited barrier to getting needed care (Mollborn, Stepanikova, & Cook, 2005).
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Culture
Cultural beliefs dictate which symptoms will be considered appropriate to take to a
doctor, how patients will understand the cause and treatment of their illness, what patients expect
of physicians, and what personal and moral meanings patients will ascribe to their illness
(Langer, 2008). If the medical provider is not aware of individual beliefs to make
accommodations, the patient is less likely to feel comfortable and may not seek further care.
Lack of awareness of the importance of cultural issues increases social distance, breaks down
communication, and precipitates misconceptions between minority patients and their health care
providers. The cultural impact of beliefs, values and attitudes strongly influences health care for
both the practitioner and the client. Uncomfortable clients may drop health insurance, not seek
recommended medical care and as a result be classified as uninsured. Physicians must learn
cultural differences such as value preferences, perception of illness, health beliefs, and
communication styles to improve the physician-client relationship (Langer, 2008).
Not beneficial to health
When compared to insured adults a greater proportion of uninsured adults may not
believe getting recommended health services will be significantly beneficial to their health.
Uninsured individuals are less likely to seek preventive screenings and treatment for chronic
conditions. These recommended services aren’t essential enough to purchase with out of pocket
funds, or to enroll in health insurance. These individuals may believe that preventive and chronic
health care services do not sufficiently reduce the risk of disease or death to warrant the cost of
health insurance (Ross, Bradley, & Busch, 2006). If these individuals do not deem that the
recommended health care services are vital to their health and forgo care their medical needs go
unmet.
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Trust in physicians
Fiduciary trust in a physician happens when the patient believes the physician is acting in
the patient’s best interests and will not take advantage of his or her vulnerability (Mollborn,
Stepanikova, & Cook, 2005). Health care users who delayed care during the past year had
significantly lower levels of fiduciary trust in their physician (Mollborn, Stepanikova, & Cook,
2005). Similarly, respondents reporting unmet healthcare needs had lower levels of trust in
healthcare providers. Trust in the patient-physician relationship is associated with patients
getting health care needs met by a regular physician. (Mollborn, Stepanikova, & Cook, 2005).
Among underprivileged groups, discrimination in the health care system, unavailability of child
care, inability to take time off from work, lack of transportation, and lack of choice of a health
care provider may contribute to weakening trust in the system and the physician and result in the
individual not getting the medical care needed (Mollborn, Stepanikova, & Cook, 2005).
Unmet Medical Needs
Routine medical care
A large percentage of Americans believe that the uninsured do receive the recommended
care from physicians and hospitals, despite being uninsured. Ross et al. (2006) found this to be
untrue. The uninsured often do not receive recommended treatment for chronic illnesses such as
diabetes, arthritis, and hypertension. Forgoing treatment of chronic conditions can cause larger
problems in the future, and consequently increased healthcare costs. Approximately 25% of
uninsured adults report they have either delayed or foregone care in the past year due to the cost
associated with the provider visit (Luthy, Peterson, & Wilkinson, 2008). Safety net providers
provide care for some of the uninsured but there are not sufficient resources to provide care to all
of the uninsured people of the nation, leaving many without a source for care.
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Having health insurance appears to be the most influential factor contributing to one’s
medical needs being met. Hadley and Cunningham (2004) found 18 percent of uninsured
working age adults reported having unmet medical needs within the last year compared with
approximately 7 percent of insured working aged adults. Health insurance bridges the gap
between the patient and the provider, making access to care easier.
Low income, no health insurance coverage, and lacking a regular source of care are
closely related factors that build upon each other to influence the likelihood of having an unmet
health need due to cost. Lacking health insurance appears to have the strongest association with
unmet health needs (Shi & Stevens, 2004). As the rate of uninsured Americans continues to
climb, the topic of how to best cover American’s uninsured population has never been so
pressing. Lack of health insurance has been linked to increased morbidity and mortality,
decreased access to health care services, lower use of preventive care, delays in seeking out
necessary care, and an increased rate of hospitalization for exacerbation of problems that could
have been managed on an outpatient basis (Silverman, 2008). Even among higher-income adults,
lacking insurance was linked to decreased use of recommended health care services. Increased
income did not decrease the association between being uninsured and using fewer recommended
health care services for cancer prevention, cardiovascular risk reduction and diabetes
management (Ross, Bradley, & Busch, 2006). This finding proves insurance to be vital in
receiving preventive healthcare services.
Failure to obtain health care is associated with negative outcomes, including more costly
care, delays in diagnosis or treatment, and poorer health outcomes and premature death.
Mollborn, Stepanikova, and Cook (2005) conducted a cross sectional sample, representative of
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the U. S. non-institutionalized population and found there to be significantly higher proportions
of Hispanics, poor, and uninsured patients among those who reported unmet medical needs.
Voorhees et al. (2008) found underinsured patients were more likely to report fair or poor
health status than adequately insured patients. More than one third (36.3%) of patients with
insurance were underinsured, and were very likely to report that their health had suffered
because of the inability to afford care. The burden of being underinsured could be significant
given the finding that about 50% of underinsured patients felt that their health suffered because
of inability to afford recommended care, which was the same level as the uninsured patients
(Voorhees et al., 2008).
Among insured Americans who said they postponed seeking medical care in the past
year, 36% said it resulted in a temporary disability that included significant pain and suffering,
and 14% said it caused long term disability (KFF, 2002). Routine medical care helps prevents the
onset of disease and illness. Voorhees et al. (2008) found 67.4% of underinsured patients
delayed seeking medical care, 51.2% were unable to see regular doctor, 46.5% were unable to
see a specialist, 40.4% were unable to receive some other recommended medical care, and 36.3%
are unable to have a test.
Prescription coverage
Most people with health insurance have prescription drug coverage (98%); the majority
(78%) contributes to the cost of the medications with copayments and coinsurance (The Henry J.
Kaiser Family Foundation and Health Research and Education Trust, 2009). Individuals with
chronic conditions spend a significantly larger proportion of their incomes on health care, mostly
due to their higher expenses for necessary prescription drugs (KFF, 2002). The high expense of
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prescription drugs may cause some individuals to forgo the recommended medications for their
chronic care, this results in their being classified as underinsured.
Obtaining recommended prescriptions can be cost prohibitive for people without health
insurance. The purchase of prescription medications poses a challenge for low income patients;
37% of the uninsured will not fill a prescription due to the cost (Luthy, Peterson, & Wilkinson,
2008). Not following medication recommendations exacerbates most illness and disease states,
creating larger health problems in the future. Signs and symptoms of disease cannot be well
controlled without the proper medications, causing the patient more discomfort.
In Colorado, sixty-one percent of the underinsured were unable to fill a prescription
(Voorhees et al., 2008). Doctors and nurse practitioners can reduce their patient’s economic
concerns by writing prescriptions for more affordable and generic brands of medications, and
thus improving compliance with medication regimens. Referring patients to patient assistance
programs can also help reduce the cost of medications. Patient assistance programs provide free
or reduced prescription costs, helping patients afford their medications.
Preventive care
Preventive care is the ground work for good healthcare. Preventive care helps establish
good habits, and helps reduce unhealthy behaviors which contribute to disease and illness.
Uninsured adults are less likely than insured adults to receive preventive services, such as
screenings for breast, cervical, or colorectal cancer or regular physical check-ups. When
comparing insured vs. uninsured populations, the insured met or exceeded the Healthy People
2010 target goals of 90% for cervical cancer screening, 70% for breast cancer screening, and
50% for colorectal cancer screening; the uninsured fell short of these goals, reporting 77%, 52%
and 29% respectively for these screenings (Ross, Bradley, & Busch, 2006).
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Physicians and nurse practitioners should consider the cost when making
recommendations. A substantial percentage of underinsured may not get recommended
screenings and preventive care because of the costs associated with these services. Preventive
care can reduce or prevent the complications of future disease. Preventive screenings are key in
discovering medical issues before they become more severe, causing increased medical costs in
the long run (Voorhees et al., 2008).
Safety Net Providers and Convenient Care Clinics
Uninsured persons can often obtain health services from providers who treat patients
regardless of their ability to pay; these providers are commonly referred to as the “healthcare
safety net” (Hadley & Cunningham, 2004). The healthcare safety net is usually a mix of public
hospitals, Federally Qualified Health Centers (FQHCs), community health centers (CHCs) and
free clinics. Hospital emergency room admissions decreased after CHCs opened in the same
community; areas where CHCs operated had lower rates of preventable hospitalizations (Hadley
& Cunningham, 2004). Hadley and Cunningham (2004) discovered that more than one-third of
uninsured persons (37 percent) live within a very short distance of a safety net provider. Another
23.5 percent live between one and five miles from a zip code area with a safety net provider.
Convenient care clinics (CCC) can also help reduce unnecessary costs accumulated at
hospital emergency rooms and urgent care centers. These centers provide care for acute illnesses,
such as sore throats, upper respiratory infections, fever, rashes, and urinary tract infections.
These care clinics are a great alternative for patients unable to see their primary care physician
for last minute appointments. These clinics offer convenience, value, location, quality and cost.
According to reports from the Convenient Care Association, patients are very satisfied with their
care, with a 98% patient satisfaction rating (Evans, 2010).
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The expansion of safety net providers could decrease unmet medical needs across the
United States. Growth of convenient care clinics and community health centers could also
improve access to healthcare services. These clinics provide affordable care in a convenient
location, helping to ease the economic burden of extreme healthcare costs. Expanding the care
provided in these clinics, to provide preventive care will also improve the health of Americans
using these clinics.
Summary
Everyone pays for the health care services the uninsured and underinsured receive. “If we
are not the ones paying out of pocket for uncovered health care services, we are paying for such
services through increased charges for our own care, increased taxes to subsidize appropriations
made to health care providers for delivering uncompensated care and increased burdens such as
overcrowded emergency departments and ambulance diversions (Silverman, 2008).”
Uninsurance and underinsurance have negative effects on the health of Americans. The
uninsured often do not receive recommended treatment for chronic illnesses such as diabetes,
arthritis, and hypertension. Forgoing treatment of chronic conditions can cause larger problems
in the future, and consequently increased healthcare costs. Approximately 25% of uninsured
adults report they have either delayed or foregone care in the past year due to the cost associated
with the provider visit (Luthy, Peterson, & Wilkinson, 2008). The burden of being underinsured
is also significant; 50% of underinsured patients felt that their health suffered because of
inability to afford recommended care, which was the same level as the uninsured patients
(Voorhees et al., 2008).
Eliminating barriers to access may play a significant role in meeting the healthcare needs
of the nation. Timely access to health care may in turn reduce delays in diagnosis and treatment,
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yielding higher quality health care and reduced costs. Increasing patients’ trust in their physician
will also improve health outcomes. Patients who lack trust in their physician have greater unmet
medical needs (Mollborn, Stepanikova, & Cook, 2005). Physicians should make cost effective
recommendations, and act in the best interest of their patients.
Low income, no health insurance coverage, and lacking a regular source of care are
closely related factors that build upon each other to influence the likelihood of having an unmet
health need due to cost. Lacking health insurance appears to have the strongest association with
unmet medical needs (Shi & Stevens, 2004).
Programs that address the socioeconomic determinants of health, and improve related
social and economic policies will also help reduce health disparities in America.
Research Questions
This is a descriptive study of unmet healthcare needs in the population served by a safety
net organization. The study will examine differences in:
•

Unmet need between age groups.

•

Unmet need and level of educational attainment.

•

Unmet need and income level.

•

Unmet need between race categories (White vs. Black).

•

Unmet need and sex.

•

Unmet medical need and self reported health status.

•

Unmet need between provisional and clinic services.

•

Unmet medical need and self reported difficulty paying medical bills.
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Methods
Setting
This data for this study was conducted at Good Neighbor House (GNH), a non-profit
social service organization in Dayton, Ohio. GNH provides provisional services of food,
clothing, furniture and household goods to underserved individuals and families for uninsured
and underinsured. Good Neighbor House also operates a clinic for medical, vision, and dental
care for the working uninsured. Provisional services are provided to clients Monday-Friday on a
first come first serve basis. Clients are able to receive food pantry services every 30 days,
clothing every 90 days, and household and furniture goods once a year. Clients may receive
healthcare services from the clinic by appointment only. Clinic patients must be working and
cannot receive government assistance (Good Neighbor House, 2010).
Survey Design
Good Neighbor House created a survey to assess the unmet medical need of their clients.
The Good Neighbor House Unmet Needs Survey uses the unmet needs section and demographic
section of the Ohio Family Health Survey (The Ohio State University, The Ohio Department of
Job and Family Services, The Ohio Department of Health, The Ohio Department of Insurance,
The Ohio Department of Mental Health, The Health Policy Institute of Ohio, 2008). The
instrument contains questions about routine medical care, unmet medical care in the last 12
months, medical bills, employment information, employer insurance coverage if applicable, and
demographic information. The demographic questions were taken directly from the Behavior
Risk Factor Surveillance System (BRFSS) questionnaire (Centers for Disease Control and
Prevention [CDC], 2010). For purposes of data collection an online data collection form was
created using Survey Monkey (Survey Monkey, 2010).
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Good Neighbor House clients are seen on a first come first serve basis. After clients have
filled out the appropriate paper work at the front desk, they sit in a waiting room before receiving
their provisional or clinic services. While in the waiting room, each client was asked individually
to voluntarily participate in a short survey for Good Neighbor House. The participants were
informed that participation in the survey was a voluntary offer, and that no personal information
was included. The survey was administered in English by two volunteers. It took five to ten
minutes to administer the survey instrument for most participants. Data were collected from
provisional clients Monday through Friday between the hours of 10:00 a.m. and 4:00 p.m., and
from clinic clients Tuesday and Thursday evenings from 4:30 p.m. until 8:00 p.m. Data was
collected between March 19, 2010 and June 11, 2010.
Descriptive Statistics
The data was analyzed using SPSS version 17, statistical analysis software. The data was
categorized using chi square and contingency tables. Descriptive analysis was used to
characterize the Good Neighbor House population. Unmet need was characterized by these four
questions: a) Did you need a specialist in the past year and had a big problem seeing the
specialist? b) During the past 12 months, was there a time when you needed dental care but could
not get it at that time? c) In the past 12 months have you not filled a prescription because of the
cost? d) In the past year, was there any other healthcare you needed but couldn’t get? Unmet
medical need was identified by answering yes to any of those questions. Unmet medical need
was examined by sex, age, race, and clinic/provisional client status. Comparisons of the
frequencies of patient demographic characteristics between patients classified as having unmet
medical needs and those perceiving adequate medical care needs met.
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Defining Unmet Need

Unmet Need
%
9.6
40.1
39.3
34.5

n
38
159
156
137

Difficulty seeing a specialist
Dental Care
Couldn’t fill a prescription
Any other healthcare

Results
The Good Neighbor House Unmet Needs Survey was given to 402 clients. A total of 397
respondents completed the survey correctly; these responses were used to calculate unmet
medical need among independent variables. Table 2 shows sixty six percent of respondents
reported having unmet need and thirty three percent did not.

Table 2.

Unmet Need

No Unmet Need
Unmet Need
Total

n
134
263
397

%
33.8
66.2
100.0

Table 3 shows the percent unmet medical need in each independent variable category.
Table 3. Characteristics of the
Good Neighbor House Sample
Characteristic
n
Education
Less than HS
65
High School Graduate
101
More than HS
97

24.7
38.4
36.9

Health Status
Excellent or very good
Good
Fair or poor

20.5
36.1
43.3

54
95
114

%
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Race
White
Black

167
96

63.5
36.5

GNH Client Status
Clinic
Provisional

112
151

42.6
57.4

Difficulty Paying Bills
Yes
No

177
85

67.6
32.4

Income
More than $10,000
Less than $10,000

158
104

60.3
39.7

Sex
Male
Female

111
150

42.5
57.5

Age
18 to 34
35 to 49
50 and older

75
114
74

28.5
43.3
28.1
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Table 4 shows the relationship between unmet need and level of education. Forty percent
of respondents had graduated from High School, 34 percent had one or more years of college
education, and 26 percent had less than a high school education. There is no significant statistical
difference between unmet need and level of education.

Table 4
Education
Less than High School

Unmet need by Education
No Unmet Need
Unmet Need
%
%
n
n
40
29.9
65
24.7

High School Grad
More than HS
Total
Chi-Square=4.072, df=2, p=.131

58
36
134

43.3
26.9
100.0

101
97
263

38.4
36.9
100.0

Total
%
n
105
26.4
159
133
397

40.1
33.5
100.0
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Table 5 shows the relationship between unmet need and self reported health status. Thirty
nine percent of respondents reported good health, 38 percent reported fair or poor health, and 23
percent reported excellent or very good health. There is a statistically significant difference in
unmet need by self reported health status. Respondents reporting fair or poor health were more
likely to report they had unmet medical need. In Table 4, 43 percent of the respondents with
unmet need reported fair or poor health compared to 21 percent of the respondents who reported
excellent or very good health.
Table 5
Health Status

Unmet Need by Reported Health Status
No Unmet Need
Unmet Need
%
%
n
n
Excellent or Very Good
38
28.4
54
20.5
Good
60
44.8
95
36.1
Fair or Poor
36
26.9
114
43.3
Total
134
100.0
263
100.0
Chi-Square=10.430, df=2, p=0.005

Total
n
92
155
150
397

%
23.2
39.0
37.8
100.0

Table 6 shows the relationship between unmet need and race. Fifty eight percent of
respondents are White, while 42 percent are Black. There is a statistically significant difference
in unmet need by race. White respondents were more likely to report they had unmet medical
need. Sixty four percent of White respondents had reported unmet need, compared to 37 percent
of Blacks with unmet need.
Table 6
Race

Unmet need by Race
No Unmet Need
Unmet Need
%
%
n
n
White
63
47.0
167
63.5
Black
71
53.0
96
36.5
Total
134
100.0
263
100.0
,
Chi-Square=9.897 , df=1, p=.002

Total
n
230
167
397

%
57.9
42.1
100.0
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Table 7 shows the relationship between unmet need and provisional and clinic clients.
Provisional clients receive food pantry services, clothing, household, and furniture items; clinic
clients receive medical and dental care from the Good Neighbor House clinic. Sixty one percent
of respondents were provisional clients, and 40 percent were clinic clients. There is no
significant statistical difference in unmet need between and clinic respondents.

Table 7

Clinic
Provisional
Total

Unmet need by Clinic/Provisional
No Unmet
Unmet Need
Need
%
%
n
n
46
33.6
112
42.6
91
66.4
151
57.4
137
100.0
263
100.0

Total
%
39.5
60.5
100.0

n
158
242
400

Chi-Square=3.059, df=1, p=0.080
Table 8 shows the relationship between unmet need and difficulty paying medical bills.
Fifty two percent of respondents had difficulty paying medical bills, while 48 percent did not.
There is a statistically significant difference in unmet need by difficulty paying medical bills.
Respondents having difficulty paying medical bills were more likely to report they had unmet
medical need. Sixty-eight percent of respondents who had difficulty paying medical bills
reported they had unmet need, while only 32 percent of respondents with unmet need reported no
difficulty paying medical bills.

Table 8
Unmet Need by Difficulty Paying Medical Bills
Difficulty paying
No Unmet Need
Unmet Need
bills
%
%
n
n
Yes
29
21.8
177
67.6
No
104
78.2
85
32.4
Total
133
100.0
262
100.0
Chi-Square=74.004a, df=1, p=.000

Total
n
206
189
395

%
52.2
47.8
100.0
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Table 9 shows the relationship between unmet need and income. Sixty one percent of
respondents reported incomes of less than $10,000, and 40 percent reported incomes of more
than $10,000. There is no significant statistical difference between unmet need and level of
income.
Table 9
Income

Unmet Need by Income
No Unmet Need
%
n
Less than $10,000
82
61.2
More than $10,000
52
38.8
Total
134
100.0
,
Chi-Square=.029 df=1, p=0.864

Unmet Need
%
n
158
60.3
104
39.7
262
100.0

Total
n
240
156
396

%
60.6
39.4
100.0

Table 10 shows the relationship between unmet need and sex. Sixty percent of
respondents are female, and 40 percent are male. There is no significant statistical difference
between unmet need and sex.
Table 10
Sex

Unmet Need by Sex
No Unmet Need
Unmet Need
%
%
n
n
Male
47
35.1
111
42.5
Female
87
64.9
150
57.5
Total
134
100.0
261
100.0
Chi-Square=2.050, df=1, p=.152

Total
n
158
237
395

%
40.0
60.0
100.0

Table 11 shows the relationship between unmet need and age. Forty two percent of
respondents are age 35 to 49, 30 percent of respondents are age 18 to 34, and 28 percent are age
50 and older. There is no significant statistical difference between unmet need and age.
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Table 11
Age

Unmet Need by Age
No Unmet Need
Unmet Need
%
%
n
n
18 to 34
45
33.6
75
28.5
35 to 49
51
38.1
114
43.3
50 and older
38
28.4
74
28.1
Total
134
100.0
263
100.0
Chi-Square=1.352, df=2, p=.509

30

Total
n
120
165
112
397

%
30.2
41.6
28.2
100.0

Discussion
The results of the Good Neighbor House (GNH) Unmet Need survey reveal sixty six
percent unmet medical needs; to qualify for GNH services, clients must be low income and be
without health insurance. Hargraves and Hadley (2003) found 18 percent of uninsured working
adults report unmet medical need. Health disparities are more pronounced among those who lack
health insurance or live in high levels of poverty. The large difference between the two studies
may be attributed to the difference in survey sample characteristics. The entire GNH sample is
underprivileged and low income, while the Hargraves and Hadley (2003) sample is nationally
representative.
Ross et al. (2006) found uninsured adults were more likely to report good, fair or poor
health status. The GNH survey findings are consistent with Ross et al. (2006) findings. The
majority of GNH clients are uninsured; therefore, it comes as no surprise that approximately
76% of GNH clients reported, good, fair or poor health, rather than very good or excellent.
The GNH study population is fifty eight percent White, and 42 percent are Black. There
is a statistically significant difference in unmet need by race in this population. White
respondents were more likely to report unmet medical need. These findings are inconsistent with
the literature provided. Hargraves and Hadley (2003) reported African Americans and Hispanics
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had higher levels of unmet need compared to white Americans; 6.5% unmet need compared to
5.6%, respectfully.
There is a statistically significant difference in unmet need by difficulty paying medical
bills. Respondents having difficulty paying medical bills were more likely to report they had
unmet medical need. Low income and lacking a regular source of care are closely related factors
that build upon each other to influence the likelihood of having an unmet health need due to cost
(Shi & Stevens, 2004). These three factors would increase the likelihood of having difficulty
paying medical bills and consequently contributing to unmet medical need.
Vulnerable populations at risk for poor health status and health care access generally
include low SES populations (Shi & Stevens, 2004). The GNH Unmet Need Survey found no
statistically significant findings between unmet medical need and income groups. The majority
of GNH respondents reported incomes of less than $20,000 a year. Income groups were divided
into under $10,000 and above $10,000; there was little difference between the income groups
because both were likely below the poverty line (only nine percent had incomes above $20,000)
and struggled to afford adequate medical care.
Limitations of the Study
This study was conducted at a safety net provider facility; GNH clients receive resources
that may prevent unmet medical need, causing underestimation of actual unmet medical need.
On the other hand, this safety net provider only provides resources to the underserved and
impoverished population; these clients are more likely to have unmet medical need due to their
challenged circumstances causing overestimation of unmet medical need. Each client was asked
to voluntarily participate in the survey; the sample may not be generalizable beyond the GNH
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population. The GNH study population is fifty eight percent White, and 42 percent are Black;
this study population is not representative of race in America.
Unmet need was characterized by answering yes to any of these four questions: a) Did
you need a specialist in the past year and had a big problem seeing the specialist? b) During the
past 12 months, was there a time when you needed dental care but could not get it at that time? c)
In the past 12 months have you not filled a prescription because of the cost? d) In the past year,
was there any other healthcare you needed but couldn’t get? Several factors could affect the
perceived unmet need of the GNH clients. Clients could overestimate their unmet medical need
when in fact there wasn’t an actual unmet need present. Clients could have other unmet medical
needs we didn’t include in our definition of unmet need, therefore underestimating the unmet
medical need of this population.

Conclusion
Unmet medical need negatively affects the health and daily living of the underserved
clients of Good Neighbor House (GNH). Knowing the characteristics of this low income
population will better enable GNH to provide programs and resources to prevent further unmet
medical need. Sixty six percent of the GNH population has unmet medical need. This finding
should push GNH to improve the quality of healthcare services provided in the clinic. Expanding
their clinic services to their provisional clients would also help prevent unmet medical need in
this group.
Good Neighbor House should further investigate which unmet need is most common, and
the etiology of the unmet need. After identifying the unmet need (i.e. dental, vision, medical,
specialist), GNH can alter current services towards these areas. Safety net providers have limited
resources to cover all areas of interest; therefore GNH should focus their efforts in the areas that
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can be helped most efficiently. Knowing the cause of the unmet need will also help in the
marketing and outreach to GNH clients. Distinguishing if transportation or knowledge of
resources, or trust in physician is the cause of unmet need, then GNH can improve these areas.
Implications for Public Health
Safety net providers are helping the Good Neighbor House clients by providing services
and resources at a free or reduced price. This may cause the underserved to become dependent
on safety net providers and cause GNH to feel powerless and unable to help all that need
assistance.
The new health care reform will require Americans to purchase health insurance, thereby
diminishing the uninsured population. With this enforcement, more people will become
underinsured. Access to health insurance will no longer be the problem, but now affording the
costs associated with having health insurance. Safety net providers will need to cater their
services to the underserved population.
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Appendix A: Public Health Competencies Met
•

Applies ethical principles to the collection, maintenance, use, and dissemination of data
and information

•

Partners with communities to attach meaning to collected quantitative and qualitative
data

•

Applies data collection processes, information technology applications, and computer
systems storage/retrieval strategies

•

Develops mechanisms to monitor and evaluate programs for their effectiveness and
quality

•

Solicits input from individuals and organizations

•

Listens to others in an unbiased manner, respects points of view of others, and promotes
the expression of diverse opinions and perspectives

•

Utilizes appropriate methods for interacting sensitively, effectively, and professionally
with persons from diverse cultural, socioeconomic, educational, racial, ethnic and
professional backgrounds, and persons of all ages and lifestyle preferences

•

Identifies the role of cultural, social, and behavioral factors in determining the delivery of
public health services

•

Collaborates with community partners to promote the health of the population

•

Accomplishes effective community engagements

•

Defines, assesses, and understands the health status of populations, determinants of health
and illness, factors contributing to health promotion and disease prevention, and factors
influencing the use of health services

•

Identifies and applies basic research methods used in public health

•

Applies the basic public health sciences including behavioral and social sciences,
biostatistics, epidemiology, environmental public health, and prevention of chronic and
infectious diseases and injuries

•

Identifies and retrieves current relevant scientific evidence

•

Contributes to development, implementation, and monitoring of organizational
performance standards

•

Identifies the limitations of research and the importance of observations and
interrelationships

•

Makes relevant inferences from quantitative and qualitative data

Appendix B

Good Neighbor House
Neighbors Helping Neighbors
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Executive Director
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